Since Abrikossoff' first described granular cell myoblastoma (GCM) in 1926 this tumour has been found in many parts of the body, most commonly the tongue. Cases have been reported involving the lids2" eyebrow,5 lacrimal sac,6 and the ciliary body.' Orbital GCM is rare, and only 1I cases have previously been recorded. This case is presented for 3 reasons: first, the rarity of granular cell myoblastoma in the orbit; secondly, the unusual presenting feature of visual obscuration related to eye position; and lastly the good recovery of eye movements and visual acuity following the resection of a large tumour from within the orbit, particularly as it was within one of the extraocular muscles.
PHYSICAL SIGNS
On examination visual acuity was 6/5 unaided 
INVESTIGATIONS
Plain radiographs of the orbit were normal. CT scans showed a large cigar-shaped mass which was indistinguishable from the medial rectus muscle and displayed contrast enhancement (Figs. 2, 3 ). Carotid angiography was performed, but no abnormal circulation could be detected.
Fluorescein angiography showed a reduced blood flow in the retinal circulation when the left eye was held in abduction (Fig. 4) . TREATMENT A lateral orbitotomy was performed. The medial rectus muscle was approached across the intraconal space, and the optic nerve was displaced downwards. A large pale tumour was found in the medial rectus muscle. The muscle was split, longitudinally on its inner surface, posteriorly between the 2 branches of the third nerve supplying the muscle and anteriorly to its insertion on the globe. The tumour was shelled out from the muscle fibres within which it lay and was totally removed.
Postoperatively vision in the left eye was reduced to 6/18 and adduction was absent. After 10 weeks the vision had returned to 6/6, with disappearance of the choroidal folds, adduction of the eye had almost fully recovered, and there was no proptosis or displacement. After (Figs. 5, 6 ).
PATHOLOGY
The surgical specimen measured 27 x 15 x 17 mm and was hard, pale grey, and encapsulated. Light microscopy showed long strap-like cells, which tended to form a syncytium, within a connective tissue stroma (Fig. 7) . The nuclei were small, and mitotic figures were not seen. Frozen sections stained for lipid showed a markedly granular staining pattern (Fig. 8) . Histochemical analysis of the granules showed them to consist of glycoprotein, with some bound lipid, indicating a probable lysosomal origin.
Electron microscopy showed prominent basal laminae, organelles packed with granules, some myelin figures, and areas of degenerate mitochondria; long-spaced collagen was also present (Figs. 9, 10 ).
The cytoplasm of the tumour cells showed weak but unmistakable affinity for antibody to carcinoembryonic antigen by an immunoperoxidase technique. This implies that the cells are primitive and relatively undifferentiated.'7 18
Discussion
Abrikossoff s original assertion that the tumour arises from striated muscle cells has been challenged. Evidence has been put forward for a histiocytic origin either as a hyperplasia, ' a granulomatous response to parasites,20 or as a storage disorder.2' Others have drawn attention to similarities between granular cell genesis of both schwannomas and granular cell myoblastoma to a primitive pluripotential cell line. Furthermore, the finding that granular cell myoblastoma is similar to recognised tumours of Schwann cells and melanocytes in containing S-100 protein28is putative evidence of a neural crest origin. The location of the tumour in the present case within the medial rectus muscle could be taken to support a myoblastic origin, but in the absence of confirmatory evidence from histochemical and ultrastructural study this 
